In the first case the lower lid was completely adherent to the front of the globe. The conidition was produced by an acid burn and caused much pain and discomfort. The eyelid was carefully dissected off the globe and a lower conjunctival sulcus of good depth was nmade.
A ilmould in gutta-percha carrying a Thiersch graft was fitted into this new sulcus and maintained in position by a splint carried from caps on the teeth. The outer surface of the sulcus was successfully epithelialized in this way, but the globe sui^face did not do quite so well l)ecause of the constant mnovement of the globe on the fixed splint. The finlal result, however, was very gratifying. In the second case both lids were adherent. After freeing of the lids from the globe, a shell-like mould was made to fit in front of the globe and upwards and downwards into the two newly-made sulci. The eyelids were sutured together over it.
In the former of these two cases the globe skin graft was tattooed by Colonel Kirkpatrick, and gave a very satisfactory result. For the second case a thin shell eye was obtained to fit over the globe. This moved with the eye, and, apart from giving a slightly proptosed appearance, it could scarcely be distinguished from a normal eye.
Mr. KILNER showed a case of Complete Evisceration of the Orbit treated by Skin-grafting on a mould.
Mr. G. H. POOLEY.
My experience of these plastic operations consists of about twenty operations a year in ordinary times. During the late war I did a good many more, as I was in charge of the centre for artificial eyes for the Northern Command, with 110 beds, and so had a good many plastic operations to carry out.
The conditions for which plastic operations are usually required are those in which there is extensive loss of skin, with or without loss of soft parts and perhaps loss of bone as well.
(a) The surgical removal of tumours, &c. ; these are all fairly free from sepsis. (b) Fairly clean accidental wounds. (c) Burns, by molten or hot metals, also chemical and electrical, followed by contraction. (d) Septic conditions with extensive sloughing. In the case of the first group, (a), plastic operations can be performed immediately if the base is satisfactory and the condition of the patient warrants it, or as soon after as possible before any shrinking occurs.
In that of the second, (b), operations can be performed as soon as the wound is clean and quiet.
In the case of the third, (c), plastic operations inust not be carried out until contraction of the scar has become nearly stationary.
In that of the fourth, (d), no operation must be done for at least twelve months after the sepsis has apparently ceased and all is quiet, otherwise the sepsis is likely to light up again.
When operating on any but recent injuries it is best to incise the skin about one quarter of an inch from the palpebral opening parallel to the margin of the eyelid or eyelids affected, for often the upper and the lower lid are retracted; to divide all cicatricial bands, and to retract the cut surfaces as far as you possibly can before putting your fresh flap in position.
I find a large flap on a wide pedicle the most satisfactory. It should be large enough to fill the cavity to overflowing, so that it is rather compressed in the space instead of being stretched across it. I take as much subcutaneous tissue as I can and cut straight down through the skin and subcutaneous tissue to form a flap, so that there shall be no hollow beneath the skin where the flap joins the cut tissue. I like the subcutaneous tissue to fit tightly and fully into the space prepared for it. Usually, in repairing the eyelids, I suture the two lids together, without cutting them, so as to keep the eyelids closed and motionless during healing.
A large flap taken from the temporal and frontal region, i.e., from the forehead at its junction with the scalp, and long enough to reach easily across to the nose, is most satisfactory. If both lids need repair, a wide flap can be taken and its extremity split to make a fork, the upper limb of which forms the new upper lid, and the lower limb the lower lid. If this flap contains a main branch of the temporal artery, or the artery itself, its blood-supply is secure. I do not make a caterpillar flap, but cut the skin so that the flap can be sutured in all its length. When the flap is secure in its new home, with its new blood-supply, some six months after the operation, I divide the part of the pedicle which is not wanted, restore it to its original place, and bring the original skin edges into apposition again.
This operation is very useful in the case of extensive burns, lupus and X-ray deformities, &c. For the upper lid alone a strip of skin can be taken from the forehead: its width is from the inner end of one eyebrow to the inner end of the other eyebrow. In length it reaches as far as the roots of the hair of the scalp; this makes an excellent upper eyelid. The gap in the forehead can easily be closed.
For this work I like a suture which goes right through the thickness of the flap parallel to its cut edge and comes up through the whole thickness of the subcutaneous tissue and the skin to which it has been sutured. I use ophthalmic fishing gut for the purpose and interpose an alternate layer of superficial skin sutures. All bloodvessels of any size should be tied with catgut, but I do not find that a little oozing does any harm. I apply dry dressing. If the vitality of the flap looks at all doubtful I use hot boric fomentations to keep it warm-these might be made with normal saline for the first few days. I do not use iodine to sterilize the skin (it is too irritating to the conjunctiva), but a mixture of methyl violet and brilliant green in dilute alcoholic solution. The formula is methyl violet -i per cent., brilliant green i per cent., sp. vini rect. 35 per cent., aq. dest. 64 per cent., and this gives quite satisfactory results.
A modified, long, temporal skin flap can be used in cases of badly contracted socket, the conjunctiva is cut through from the inner to the outer canthus and the cut continued through the skin outwards from the margin of the orbit, while a transverse incision at the margin of the orbit gives room for the insertion of the flap without cutting through the outer canthus; the conjunctiva is dissected up above and down below and forms the palpebral conjunctiva; the base of the socket consists of the skin from the flap. I intend to try caterpillar flaps, as described by Gillies, when I have a suitable case.
Patients cannot tolerate the long continue(d binding of arm to head if the skin from the arm is taken. Skin, taken from elsewhere and grafted in, often lives, but in my experience it shrinks in the course of a few years and is not really satisfactory. The same thing applies to skin rolled on dental wax; the average late results are not satisfactory, the skin is of a dead white, not a proper colour. Sometimes the lesion is a relatively small one; for example, there is the case of a patient in whom the skin of both eyelids has sloughed after a mixed injection of anthrax and streptococci. The loss of skin, however, does not go beyond the margin of the orbit below, although nearly the whole of the skin of the upper lid has disappeared; the orbicularis palpebrarum is left intact and the skin round is quite healthy. Here four pedicle flaps, two for each lid, give an excellent result.
If there is one complication of a big burn which causes more trouble than almost any other to the surgeon, it is an extensive adhesion of the eyelid to the eye, particularly when a large part of the cornea is involved. All the methods I tried at first, such as division of the adhesions and the covering of the raw surface with mucous membrane, failed, though they often gave satisfactory immediate results and restored the movement of the eye. Yet in the course of a year or so the tissues contract and the lid becomes adherent to the eye again, the end result being little better than the original.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from A few vears ago I tried another method. I divided a gross adhesion of the lower lid to the lower two-thirds of the cornea, and cut through the tissue which obliterated the lower fornix of the conjunctiva, cutting freely to each side and continuing my incision below until I was some three-quarters of an inch below the original fornix. I then sutured a layer of rubber sheeting into the wound so that it kept the two raw edges apart. I left it in situ for months until epithelium had grown over the raw surfaces, and the result, which I showed at a meeting of the North of England Ophthalmological Society, was most satisfactory; other cases have done well, too, and I recommend others to try the method.
Mr. J. J. M. SHAW (Edinburgh) showed a series of lantern slides to illustrate various methods of plastic repair in the region of the eye.
In the first case, loss of the lower eyelid and region of the inner canthus had been restored by a portion of a forehead pedicle-flap which was being utilized for the complete , ......
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Thiersch graft for ectropion of left upper lid, twenty-two months after operation. Case of old-standiing lupus in which exposuire had already caused loss of one eye.
rhinoplasty which the patient also required. This case was operated upon at Sidcup Hospital, the deformity being due to a gunshot wound.
The second case was of similar origin, being that of an Italian lady who had been struck in the cheek by a bullet in a dance hall in Rome. The greater part of the floor of the orbit
